INTRODUCTION
The assessment of dental anxiety is important for two reasons: first, to assist the dentist in the management of anxious patients and secondly to provide evidence-based research into this psychological construct which has been shown to predict dental avoidance. 1 Various dental anxiety measures have been developed. 2, 3 Previous work by Kent has shown that the completion of a dental anxiety scale immediately prior to dental treatment does not influence the patient's pain experience. 4 Replication of this study with eight to 14-year-old children supported this finding. 5 The effect of completing these questions appeared to be beneficial in reducing self-reported pain experience. The authors argued that the encouragement of children to consider how anxious they were about certain dental procedures and the prospect of discomfort enabled them to prepare psychologically for their dental treatment. 5 A recent survey of dentists with a special interest in dental anxiety found that the routine use of formal questionnaires to assess dental anxiety was very limited. 6 This was disappointing when it was considered that dentists tended not to recognise dentally anxious patients from their observations and contact with patients in their surgeries. Reasons for the poor frequency of utilisation of questionnaires include lack of time and expertise in their interpretation. It was for this reason that the brief instrument: the Modified Dental Anxiety Scale (MDAS) was advocated. The brief nature and ease of interpretation lent itself to use within general practice. Anecdotal reports with dental practitioners has suggested another reason; that is, that some dentists believe that asking patients about their dental anxiety just before treatment would exacerbate anxiety. Hence the aim of the study was to test the hypothesis that the completion of a dental anxiety scale prior to treatment would raise situational anxiety (also known as state anxiety) in a general practice patient population.
METHODS

Design of study
A randomised controlled trial used a convenience cluster sampling of dental practices within a prescribed region of Northern Ireland. A power analysis found that a sample size of approximately 430 patients in each group would have 90% power to detect a small effect of a difference in mean of 1 (the difference between a Group 1 mean of 11 and a Group 2 mean of 12) assuming that the common standard deviation is 4.5 using a two group t-test with a 0.05 two-sided significance level. Patients were randomised by whole sessions (to avoid 'contamination') so that all attendees in a single session (defined as the typical period when the practice was open for a series of patients) were allocated to either the MDAS or no MDAS condition. The
I N B R I E F
• The completion of a short dental anxiety questionnaire by adult patients immediately before seeing their general dental practitioner does not raise anxiety.
• Contrary to some expectations the answering of questions about dental anxiety does not have a deleterious effect on patients.
• Dentists are recommended to use dental anxiety questionnaires routinely as part of their general assessment of patients.
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researcher on arrival at the practice for the start of the session opened an opaque sealed envelope in consecutive order from the stack of envelopes prepared previously through computer generated assignment for the study. Each envelope contained a slip inside indicating if the MDAS questionnaire was or was not to be employed in that session.
Sample
Eighteen practices were selected (32% of all general dental practitioners) within the Southern Health and Social Services Board (SHSSB) in Northern Ireland. The mean Noble deprivation index, based upon the postcode of the practice, was 19.9 for participating dentists which compares closely to the average (20.14) for the SHSSB area. 7 Approximately 50 eligible patients were consecutively drawn from each practice within a maximum of eight sessions per practice. Entry criteria included: aged 16 years or above, gave written consent and English language spoken. Visitors to the practice or relatives of patients were excluded. All refusals were noted.
Measures
The Modified Dental Anxiety Scale (MDAS) consists of five questions, which assess dental anxiety, and consists of inviting the respondent to report their dental anxiety prior to a dental visit, while sitting in the waiting room, waiting to have teeth drilled, waiting for scaling and waiting for local anaesthetic. This measure is similar to Corah's Dental Anxiety Scale, 8 but includes an extra question about a local anaesthetic injection, as well as a simplified and consistent answering scheme across all questions. There are five responses to each question which range from 'not anxious' (scoring 1) to 'extremely anxious' (scoring 5). This gives a possible range of scores from 5 to 25 with scores of 19 and above as indicative of dental phobia. Reliability for this measure was also favourable (internal consistency = 0.89; test-retest = 0.82). 9, 10 A short version of Speilberger's State Trait Anxiety Inventory (STAI-S) was used. 11 The STAI-S is a self-report measure designed to assess patient state anxiety at the time of completion. It is comprised of six statements depicting how the individual may feel, for example, 'I am calm' . The respondent chooses an answer from four response categories ranging from 'not at all' to 'very much' . Scores are summed (with some reverse scoring of individual items) to give a range from six (not at all anxious) to 24 (very anxious). The internal consistency for the six item scale is 0.82. 12 The testretest for a state anxiety measure tends not to be calculated as it is typically low, however for the full form of the measure where it has been quoted (seven articles) has been found to be reasonable (mean = 0.70). 13 
Procedure
Consecutive participants during study sessions were invited to enter the study at the general dental practices on days where non-specialist, that is routine service, was provided. Patients in the MDAS condition completed the dental anxiety questionnaire followed by the STAIS-S, whereas those in the non MDAS arm of the study were invited to complete the STAIS-S only. Data were collected from July to August 2004 by two trained interviewers. Their role was to consent patients and hand the questionnaire to the respondent. To eliminate interviewer bias the patients were not guided through the questionnaire. Research protocol had been authorised by the Local Research Ethics Committee.
Statistical analysis
Data were analysed by SPSS for Windows v12™. Frequencies and means were calculated on variables where appropriate. Confidence intervals were calculated. 14 Cross-tabulations of categorical variables were inspected to test for biased assignment between the two groups. The t-test was applied to the STAS-S data to determine difference between the two study arms. Two tailed tests and an alpha level of 0.05 were applied throughout.
RESULTS
Of the 1,028 patients who were approached, 24 refused (Fig. 1 ) . Respondents refused due to lack of interest (n = 6), non-possession of glasses (n = 7), insufficient time (n = 5), or other miscellaneous reasons (n = 6). The response rate was 98%. Drop-out analysis revealed no difference between respondents and refusers, with the exception that the refusers were older (mean (SD) years: refusers = 52(19) vs respondents = 41 (16), t = 3.09, df1, p = 0.002).
Complete data were obtained from 1,004 respondents. Their mean (SD; range) age was 41 (16; 16 to 90) years; 649 (65%) were female. Sixty-seven percent (n = 673) claimed to visit the dentist at least every six months, and 47% (473) expected to receive a check up rather than dental treatment. The randomisation procedure resulted in approximately the same (p > 0.05) demographic profile (age, sex), self-reported regularity of dental attendance and expectations of treatment ( Table 1 ). The mean (SD) level of dental anxiety as reported by the MDAS (internal consistency = 0.90 for this sample) was 10.7 (4.3), with 6% scoring 19 or above indicating high dental anxiety. The STAIS-S scores (internal consistency = 0.86 for this sample) when pro-rated to the Full-form of 20 items gave an overall mean (SD) of 37.3 (14.5).
The mean levels of state anxiety using the raw scores from the six items (ie not pro-rated to the 20 item version) were the same across the two groups (t = 1.28, df = 1002, p = 0.2; Table 2 ). The mean difference (CI95%) was 0.35 (0.89 to -0.18). The analysis was repeated with only those patients who claimed to visit the dentist at greater than six month intervals (n = 331). The mean (SD) levels of state anxiety were 12.3 (4.9) and 11.8 (4.8) for the MDAS and non MDAS conditions respectively, confirming a non statistical difference (t = 0.96, df = 329, p = 0.3) DISCUSSION This is the first study that has deliberately tested for the immediate negative effects of asking adult patients about their dental 
RESEARCH
have tended to assess the effect on the patient's post-treatment anxiety or pain perception level. An interesting extension of this work has been the introduction of a dental anxiety questionnaire into the clinical case management of dental patients. 15 The patient handing to their dentist their completed dental anxiety questionnaire appeared to have a significant benefit on state anxiety levels when leaving the surgery. The study had not however rated the state anxiety prior to entry into the surgery -an omission which this present investigation has addressed. The level of participation was high in the study although of those who refused there was an over-representation of older people. The study is limited to patients residing in a region of Northern Ireland. Nevertheless, the study sample compared well to other groups, as demonstrated by the mean dental anxiety level (10.7) being comparable to the norm for general practice UK attendees (mean = 10.8). 9 Therefore the recommendation of this brief report is that formal assessment of dental anxiety prior to treatment can be used with confidence as an adjunct to the treatment of adult patients attending general practice. anxiety at the time when they will be entering the dental surgery for their appointment. This brief study has confirmed that the adoption of a self-reported brief questionnaire to assess dental anxiety immediately prior to entering the dental surgery did not significantly increase the patient's anxiety. When the sample was restricted to those who reported less regular attendance the same result was found. As patients who are irregular attendees report higher levels of dental anxiety, this would suggest that the finding of this study may be robust across a range of dental anxiety levels. The result supports previous work that the introduction of a brief self-report tool to assess dental anxiety has no measurable short term deleterious effects on patients. 4, 5 Previous studies 
